ABSTRACT
Methods
These projects utilize qualitative, action-based methodologies to address two key health issues among immigrants and refugees in downtown Toronto: diabetes and homelessness. For the homelessness project, immigrants and refugees who use shelters and drop-in centers, as well as staff from shelters and drop-in centers, settlement agencies, community legal clinics, and community health centers, were interviewed to assess the housing and health needs of immigrants and refugees who have become homeless. The diabetes project utilized focus groups and individual interviews with those in the Vietnamese and Caribbean immigrant and refugee communities to develop culturally appropriate education and communication tools for diabetes prevention.
Results
The preliminary results from this community-directed health research indicate the lack of culturally appropriate health and housing services for immigrants and refugees in Toronto. In the case of diabetes education, there is a lack of culturally appropriate nutrition and diabetes information for Toronto's ethnoracial communities. For homeless immigrants and refugees, there is a need for improved language capacity in shelters and drop-in centers, as well as a need to strengthen links between shelters and drop-in centers and settlement, legal, and health sectors.
Conclusions
This paper suggests that community-directed action research is well suited to address the health needs of marginalized populations. Community health centers and other communitybased health service organizations with service delivery and research mandates should conduct research that leads to the development of accessible and culturally appropriate health services for disadvantaged populations in urban areas. Without these services, immigrants and refugees are at risk for increased levels of morbidity and social isolation.
Sharpening the Focus: Creating a New System of Care Through Community-Focused Research
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ABSTRACT

Objectives
In general, the US health care delivery system appears to offer a well-funded, comprehensive range of services to consumers. However, a closer look at the health status of lowincome urban residents reveals that this population still faces substantial barriers to health care.
We reviewed how information from cities and communities may provide a clearer picture of how nonfinancial barriers affect access to health care for low-income urban children and families. We also examined how a care-management organization reduced barriers to care for low-income children with disabilities in Washington, DC, through the coordination of health care and social services.
Methods
Using city and county data, we reviewed 10 US cities (Atlanta, GA; Baltimore, MD; Chicago, IL; Detroit, MI; Los Angeles, CA; Memphis, TN; New Orleans, LA; Oakland, CA; Philadelphia, PA; and Washington, DC) to determine access to health care using three measures:
Economic resources, using analysis of income disparities within postal codes to determine the ability of consumers to purchase services;
Professional resources, by determining the ratio of pediatricians to consumers in postal code areas with average household incomes above $40,000 and below $40,000; and Community health indicators, using prenatal care in the first trimester, birth measures, and infant mortality to measure the effectiveness of local health delivery systems.
Results
Within the 10 cities, there were wide disparities in income, with differences between higher and lower incomes ranging from $30,000 (Detroit) to $287,000 (Los Angeles). Populations in all of the cities studied were over 50% non-white.
In 5 cities, higher demand for pediatricians existed in ZIP code areas with lower average incomes. Overall, pediatricians were concentrated in areas with higher incomes, and in 7 cities, they were located in ZIP code areas with lower concentrations of children.
Eight cities were above the US average for low birth weight, no care in the first trimester, and infant mortality indicators.
Conclusions
"Insurance" does not equal "access." The continued gaps in the perception and reality of health care access for urban populations underscore the need for a transformation of the current health care delivery system. This requires building a system informed of community needs through locally based research that provides one-stop, culturally appropriate care coordination, with linkages to enabling services such as transportation, language interpretation, and social services that are required to address fully the complex needs of low-income and minority communities. 
Identifying Diabetes Self-Management Barriers in the Chinese Population
ABSTRACT
Objectives
Diabetes mellitus is a chronic illness that requires a variety of self-care behaviors/lifestyle changes that can be complex and demanding, particularly for disadvantaged urban populations. Many studies have suggested that determinants of health factors such as ethnicity, socioeconomic status, and education play a significant role in the outcomes of diabetes selfmanagement. The Toronto Western Hospital serves a catchment area characterized by ethnic diversity, low income, and lower levels of formal education. The Chinese population is one of the largest ethnic groups served by the Diabetes Education Centre. We developed a pilot study to identify the barriers faced by the Chinese population in diabetes self-management.
Methods
A 12-item questionnaire was developed to obtain demographic information and identify the diabetes self-management barriers faced by Chinese people in five major diabetes selfcare activities: (1) blood sugar testing, (2) controlling diet, (3) exercising, (4) caring for feet, and (5) taking medication. The questionnaire was translated and administered to Chinese patients attending a group education session at the DEC who volunteered to participate.
Results
Thirty-one questionnaires were completed over a 2-month period. Respondents were predominantly female (77%) with a mean age of 65 years (range 44-78 years), and the mean years diagnosed with diabetes was 12 (range 1-38 years). Of respondents, 71% reported that they experience difficulty in one or more of the five self-care activities. Some of the major barriers reported across most of the five different self-care activities were (1) forgetting (40%), (2) no time (29%), (3) complicated to do (25%), (4) expensive (14%), and (5) perception that the activity was ineffective (13%). Respondents with lower education levels reported significantly more difficulty with self-care activities compared to those with higher levels of education (P < .05). No time was reported significantly more often as a barrier to maintaining diet control and exercise for respondents who were 65 years of age or younger than for those who were older than 65 years of age (P < .05). This may be a reflection of time constraints among people who are working versus those who are retired.
Conclusions
A significant portion of the Chinese patients surveyed reported multiple barriers in managing their diabetes. In particular, education level and age were significant determinants of the number and types of barriers that individuals encountered. Future initiatives in the DEC will focus more on exploring barriers to diabetes self-management and working collaboratively with patients for strategies to overcome them. 
Determinants of Health Care Utilization Among Ethiopian Immigrants to Toronto
ABSTRACT
Objectives
The Pathways and Barriers to Mental Health Care Project was initiated by the Culture, Community, and Health Studies of the Centre for Addiction and Mental Health and the Ethiopian Association in Toronto, Ontario, Canada, to investigate the mental health and help-seeking behavior of Ethiopian immigrants in Toronto. Using the model proposed by Andersen and Newman as a framework, this paper presents findings on need, predisposing factors, and enabling factors associated with mental health care services in the Ethiopian community.
Methods
The study population consisted of a randomly selected sample of Ethiopian adults residing in Toronto between 1999 and 2000. The sampling framework was developed using membership lists from ethnic, religious, political, and social organizations of Ethiopians in Toronto. The study instrument consisted of an interviewer-administered questionnaire designed to collect information on sociodemographics, migration history, mental health, acculturation, stress, social support, health behaviors, discrimination, and barriers to health care.
Results
Over 85% of respondents had sought some form of medical service; 85% had seen a family doctor, 16.5% had gone to a hospital emergency room, and 5% had been hospitalized. Overall, 11.7% of study respondents had sought medical or nonmedical help for an emotional or stress-related problem. Younger respondents (18-24 years) and females were more likely to seek help than older respondents and males. Individuals who were unemployed or working part time were more likely to use health services than counterparts who were employed and working full time, but these observations may be confounded with need (i.e., these groups experienced more mental health problems). Respondents who had family or close friends in Canada, especially individuals who could help, were more likely to seek help. Individuals seeking help were more likely to have several somatic symptoms, to have experienced several stressful life events, and to have a diagnosis of depression or anxiety. Some of the reasons mental health care was not sought were because help was thought to be unnecessary, there was no solution for the problem, and privacy.
Conclusions
The majority (80.7%) of Ethiopians did not seek help for emotional problems. Study findings have implications for the delivery of mental health services to the Ethiopian community in Toronto. It is important for mainstream health professionals to recognize that the effects of premigration experiences on mental health may persist in Canada. Settlement services must develop programs to address stressful life events experienced by many Ethiopian newcomers.
Methods
The study relied on content analysis of 60 newspaper articles collected from local mainstream, African American, and Arab American print media sources.
Results
At the center of the tension between the two groups are Arab-owned businesses in African American neighborhoods. While race and cultural differences are advanced as explanations for the conflict, the two intersect with unequal access to economic resources to produce a more complex picture of the situation in Detroit.
Discussion
Arab Americans and African Americans in Detroit share an urban space with limited resources. Understanding the nature of the relations and causes of the conflict between the two groups is necessary for the economic development of the city. 
Multicultural Meanings of Social Support Among Immigrants and Refugees
ABSTRACT
Objectives
This multisite qualitative study of social support, a key determinant of health, is funded by the Social Sciences and Humanities Research Council (SSHRC) and is taking place in three Canadian cities: Toronto, Ontario; Edmonton, Alberta; and Vancouver, British Columbia. The project focuses on the experiences of Somali refugees and Chinese immigrants in Canada. The study also includes the perspectives of policymakers and service providers. Specific research objectives are as follows:
• To describe meanings of social support from the perspective of immigrants and refugees and perceived impact on health • To identify immigrants' and refugees' methods of accessing/seeking social support • To determine mechanisms to strengthen support for immigrants and refugees by identifying unmet support needs and services, programs, and policies to meet them
Methods
The research is being conducted over a period of 3 years in three phases. In phase 1, indepth interviews using a semistructured interview guide were conducted with a total of 30 settlement service providers and 30 policymakers in the three cities. Phase 2 involved interviews of 120 Chinese immigrants and Somali refugees (20 members of each community in each city). Analysis of interviews is under way using a common coding framework across sites. In phase 3, the findings will be shared with focus groups of policymakers and settlement service providers, and recommendations will be generated.
Results
There is evidence that social support has benefits for immigrants and refugees and that social support differs cross culturally, but mechanisms of social support and means to ensure appropriate services have been overlooked. Preliminary data from interviews with participants in the first two phases of this project are presented. Phase 1 findings are organized around the challenges facing immigrants and refugees: sources and appraisal of social sup-port, means of accessing support, and the relationship of social support to health. Challenges facing service providers and means of overcoming them also are highlighted.
Phase 2 findings describe perspectives of immigrants and refugees on challenges facing disadvantaged newcomers: the need to recreate supportive social ties and a sense of belonging; lack of access to employment; family-related stress, inadequate housing and recreational space, and systemic discrimination; and challenges of navigating the health care and social services system.
Conclusions
We discuss the impact of these challenges on mental health and coping behavior and the need for capacity-building support for individuals and communities. Formal and informal supports are not necessarily mutually exclusive. 
ABSTRACT
Objectives
Racial/ethnic minorities are concentrated in urban areas of the United States and experience persistent inequalities across a vast array of domains that comprise everyday life, including housing, neighborhoods, education, health, political participation, crime, employment, earnings, and wealth. While abundant literature exists on indicators of quality of urban life, this project is unique because of its focus on racial/ethnic minorities.
Our project (with the support of the W. K. Kellogg Foundation) measures quality of life for racial and ethnic groups across and within American metropolitan areas. We aim to provide, on a user-friendly Web site, policymakers and researchers with metro area rankings of social indicators relevant to various domains comprising quality of life. By doing so, the project will illustrate inequalities of opportunities and constraints facing racial/ethnic minorities in American urban areas. The project will demonstrate the varied performance of a metro area across domains and across racial/ethnic groups and thus will underscore the multidimensional nature of quality of life and the opportunities for improving quality of life for Americans of color.
Methods
Through literature reviews of the US urban inequality literature and purposive focus groups with experts, we identified core quality-of-life domains for racial/ethnic populations within metropolitan areas (e.g., housing, education, health, etc.). We then identified relevant social indicators within each domain and identified recent national public use data sets containing such indicators by metro area by race/ethnic group in America. We are creating a Web site for users to choose to rank one metropolitan area on a social indicator or to identify how one metropolitan area fares across social indicators or for different racial/ethnic groups.
Results
We are currently developing the Web site. We continue to explore data sets and indicators meeting our criteria as we create the Web site.
Conclusions
Spatial, socioeconomic, and health inequalities persist for Americans of color in the year 2002. Moreover, these inequalities seem most pronounced across the central city-suburban divide. Viewing how these inequalities move together within and across metropolitan areas will allow policymakers and researchers to address and rectify the inequalities.
Utilization of Preventive Health Care Services by Immigrants in Canada
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ABSTRACT
Objectives
A secondary analysis of the Canadian National Population Health Survey 1996/1997 was conducted to measure the association between immigrant status and use of preventive health services. Effectively reducing the occurrence of disease within the immigrant population through preventive health initiatives could reduce the overall mortality and morbidity within the Canadian population as 17% of the Canadian population is comprised of immigrants.
Methods
The National Population Health Survey 1996/1997 used a stratified two-stage design to sample the Canadian population. Data from the cross-sectional component consisted of 81,804 telephone interviews, with a response rate of 82.6%. Use of preventive health services was measured by constructing an index. For females, the index ranged from 0 to 8. For males, the index ranged from 0 to 5 as three of the eight preventive health services included in the survey applied only to women. The index was cross tabulated with immigrant status to form contingency tables.
Results
Bivariate analysis showed that immigrants to Canada did not differ from nonimmigrants in their use of preventive health services. However, when length of time in Canada was controlled, immigrants who lived in Canada for less than 10 years were 7.74 times less likely to use preventive health services compared to the Canadian born (95% confidence interval [CI] 2.70-22.21). No relationship was found for immigrants who had been in Canada 10 years or more when compared to the Canadian born (odds ratio [OR] = 0.25, 95% CI 0.03-1.82). Results were not weighted to the population, so the width of the confidence intervals could change slightly when the weighted analysis is performed.
Conclusion
Recent immigrants use preventive health services less than nonimmigrants. After 10 years in Canada, immigrants approached the same levels of preventive health care use as the Canadian born. While no conclusions can be made about the change in the relationship under study with the passage of time due to the cross-sectional design of the survey, these data suggest that preventive health care use increases over time. The cornerstone of primary prevention is the prevention of disease before it occurs. Primary preventive health initiatives targeting recent immigrants who are in good health familiarizes new immigrants to a health care system that may be unfamiliar to them and promotes positive health behaviors for the duration of their time in Canada. 
ABSTRACT
Objectives
Human immunodeficiency virus (HIV) infection rates among Aboriginal people in Vancouver, British Columbia, Canada, accelerated dramatically in the mid-1990s. Hepatitis B and C, tuberculosis, and numerous other physical and mental illnesses exacerbated the crisis. Persistent poverty and marginalization, immense barriers to health care, and widespread access to addictive substances resulted in a public health crisis unimaginable in North America. Most services target specific problems, as if an individual experiences HIV infection, addiction, or mental illness separately. The Vancouver Native Health Society Positive Outlook Program was funded in 1997 to set up a model of multifaceted multidisciplinary care to link patients with primary and specialized health care at one site.
Methods
The program model bridges gaps among hospital, community, and the myriad specialized services in Vancouver's downtown east side. Respect for First Nations' cultures forms a basic tenet of the program. Flexible approaches recognize the complexity of needs and the individual situation of each client. Components include daily drop-in, food bank, meals, crisis intervention, legal advocacy, counseling, prevention education, maximally assisted medication therapy, and on-site access to physician, nurse, social worker, addictions counselors, and outreach workers. Staff collaborate within and outside the program and work with clients wherever needed, including in the hospital. Strong partnerships were formed with all existing acquired immunodeficiency syndrome (AIDS) services organizations with ongoing collaboration and involvement in discharge planning with the two major inner-city hospitals.
Results
Positive Outlook addresses a significant need for comprehensive services aimed at HIV+ Aboriginal people in the downtown east side. Flexible multifaceted approaches have attracted increasing numbers, with over 250 clients using the program daily. The total registered clients exceeds 1,300-an increase of 1,000 over the past 4 years. In the past year, the program had 52,610 drop-in visits, served 54,929 hot meals, and provided 26,148 casemanagement and outreach services with only 13.5 staff to provide a program 7 days per week. Providing culturally validating care within the context of a devastating public health crisis requires a multifaceted model of care that is accessible by all and offers a harm-reduction approach. In a workshop format, we give an overview of our model with care strategies to demonstrate its effectiveness. 
Use of Herbal Products in Various Ethnic Groups Influences Diabetes Self-Management
ABSTRACT
Objectives
It is well recognized that herbal remedy claims can have a powerful influence on the decisions people make regarding how to manage their health. Unfortunately, the majority of these products lack scientific data and are expensive to purchase. The Toronto Western Hospital catchment area is an ethnically diverse community in Ontario, Canada, compromised of a higher proportion of low-income and less formally educated people compared with the rest of Toronto. We developed and implemented a pilot study to determine if the use of herbal products influences diabetes self-management in various ethnic groups.
Methods
A 17-item questionnaire was developed to obtain demographic data and information about the use of herbal remedies for any health indication and their influence on diabetes self-management practices. The questionnaire was administered on a voluntary basis to consenting individuals who were participating in our hospital's 3-day diabetes education program. The program is conducted in English as well as other languages, such as Portuguese and Spanish. The questionnaire was translated into other languages, and professional interpreters were used to assist with administration of the questionnaire.
Results
A total of 36 questionnaires were completed over a 2-month period. Respondents ranged in age from 41 to 75 years; 58% were female. Country of origin of the respondents was Latin American countries (41%), Canada (21%), Caribbean countries (15%), Portugal (9%), other European (9%), and India (5%). Overall, 59% of respondents reported using a herbal remedy for a particular health reason. Of these, only one quarter informed their doctor or other health care professional that they were taking these products. In terms of the influence of the use of these products on diabetes self-management, 22% stopped taking or reduced the dosage of their diabetes medications while using herbal remedies without consulting a health care professional. Routine blood sugar checks were voluntarily stopped by 21% of respondents while they were using herbal remedies.
Conclusions
A significant proportion of the survey respondents used herbal remedies. Although specific conclusions regarding particular ethnic groups cannot be made, it is apparent that use of herbal remedies is a practice that crosses many cultures. Regardless of the indication for the herbal product, diabetes self-management practices were negatively impacted. In particular, self-adjustment of diabetes medications and decreased self-monitoring of blood sugar occurred. Future initiatives will involve development and piloting of educational materials targeted to specific ethnic groups to better inform patients regarding the evidence for the use of herbal products and diabetes care.
Methods
The methodological approaches employed for phase 2 of the Access Project were twofold: internal assessments and community consultations.
The framework of the methodology assessed the ability of the program to provide accessible and equitable services. Data collection procedures for the internal assessments were varied and included the use of self-administered surveys, focus groups, and one-to-one interviews. Of the potential 220 staff, a total sample of 166 participants was obtained, which produced a response rate of 75.5%.
The community consultations loosely followed participatory action research in its approach. Research teams were recruited and trained; these teams included three members from the partnering organizations. These teams designed and facilitated four focus groups in their respective communities (Chinese, Punjabi, Ethiopian, Polish, and Sri Lankan Tamil) and administered 50 surveys that were culturally interpreted. There was one focus group for each of the following categories: seniors, youths, women, and general adult.
Results
With respect to CAMH, the internal assessment demonstrated that there is a commitment from management, service providers, and front-line staff to address systemic barriers. The results showed that both pilot programs ranged from having systemic barriers to individual service providers developing strategies that would decrease certain barriers. There was a significant gap in both programs in having policies that would support inclusive service delivery practices and the integration of ethnoracial/cultural needs in the service framework was lacking. Finally, there is a definite need to create more education and training opportunities for staff on diversity issues related to mental health and addiction.
The community consultations revealed that diverse communities experienced systemic barriers when accessing the services of mainstream hospitals. The barriers are divided into two major categories: structural barriers and social-contextual stressors. The former includes racism/discrimination, facility/building, transportation, food/dietary, language/culture, service frameworks, and a lack of access to the determinants of health, information, and decision-making power. Social-contextual stressors are specific cultural and spiritual/religious understanding of mental health and addiction issues, immigration, and resettlement issues.
Conclusions
The research undertaken during phase 2 has informed the next two phases of the project: phase 3, developing recommendations; and phase 4, developing an action/implementation plan. The unfolding of the five phases has been critically monitored and evaluated through a formative evaluation, while the impact of Access Project activities will also be evaluated in a rigorous fashion. 
Collaboration
ABSTRACT
Objectives
The Healthy Inner City English as Second Language Families (HICEF) Clinic was established to serve some of the noninsured underserviced communities of downtown Toronto, Ontario, Canada. By bringing together the community, volunteers, hospital, and public health sectors, we have established a unique primary health care model to service Mandarinspeaking newcomers.
Method
The initial impetus for establishing the HICEF Clinic was the increasing number of new immigrants from mainland China settling in Toronto who spoke little English and thus had trouble accessing primary health care in their own language (Mandarin). Another barrier that exists for newcomers to access health services is that immigrants do not receive coverage from the Ontario Health Insurance Plan (OHIP) for the first 3 months after arriving in Ontario. The HICEF Clinic was established in September 1999 with the participation of St. Michael's Hospital Inner City Health Program, Toronto Public Health Department, and the Alexandera Park Community Centre. A year later, the clinic joined Scadding Court Community Centre and was incorporated under its Cross Culture Health Services program. Volunteers from the Mandarin-speaking community were recruited to facilitate the admission of clients to the clinic by providing language and cultural interpretation services. The volunteers themselves were usually new immigrants within our target community who gained Canadian work experience by working closely with the Mandarin-speaking, Canadian-trained family physicians and public health nurses. The success of this unique clinic depended on close collaboration among the hospital, which provided modest capital and clinic supplies; the community volunteers, who provided client and administrative support; the community center, which provided clinic space and administrative support; and the public health department, which provided nursing support.
Results
The HICEF Clinic currently operates four half-day clinics per week with four staff family physicians and 15 community volunteers. The preliminary data from the first year of operation showed most of our clients (66%) spoke Mandarin, and the largest age group was those 10 years old and younger group. Many of our patients (14%) do not have OHIP because they have been in the country for less than 3 months. We present details of our collaboration model, current demographic data, and results of our patient survey, which will examine various patient satisfaction and access issues.
Conclusion
A unique and cost-efficient primary care clinic to serve targeted underserviced populations can be successful with the collaboration of traditional health care delivery sectors and community groups.
